This study was undertaken to establish the long-term prognosis of the initial attack of myocardial infarction. For this l)urpose, 285 patients who had their initial attack between 1932 and 1942, and who survived the first two months, were followed until their demise or the end of the study (Jan. 1, 1952). Two-thirds of them were found to have lived over 5 years, two-fifths over 10 years and one-tenth over 15 years. Some of the factors which determine long-term survival were analyzed. The importance of recognizing the presence of a large group of mild cases of myocardial infarction capable of long-term survival is stressed.
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T HE primary purpose of this survey is to determine the long-term prognosis following the first attack of myocardial infarction. The cases employed in this study were carefully selected. Only those in which the attacks were definite first attacks were chosell. (This has not always been carefully checked in other surveys.) Many earlier analyses of this condition,1-1s' 22 including those from this department,19-21 have permitted an adequate evaluation of the mortality over the first few years after the attack. They have not been so reliable for the survival period beyond five years because the number of cases followed have been too few. The present analysis of a follow-up on several hundred cases over a period of five or more years serves to determine the ultimate prognosis in recent myocardial infarction, and to clarify some of the factors involved in such prognosis. This should provide a basis for evaluating the benefits of therapy and management. No attempt will be made to survey the literature as this has been done in an earlier report from this department. '9 In general the results on mortality over the first few years confirm and extend the previous work of the department'9'21; exceptions will be noted as details are presented. However, this study defines clearly the long-term prognosis beyond five years, for which the data in our previous reports were not adequate.
METIIOOD
The cases were selected from the electrocardiographic files of the Heart Station at Michael Reese Hospital for the period from 1932 through 1941. In the first screening, 807 cases were selected as possible recent mvocardial infarction on the basis of the interpretation on the file card. A re-examination of thle electrocardiograms of these selections resulted in the exclusion of 88 cases about which doubt existed.
After careful examination of the clinical records, 196 more cases were excluded as not being cases with their first episode of acute mnyocardial infarction. Some of these (iscarded cases were instances of healed infarction or of chronic coronary insufficiency; others had evidence of previous attacks of recent myocarrdial infarction prior to the one listed. In 62 instances case histories were incomplete or were not found; these were also discarded. There remained, therefore, 461 definite cases of first acute myocardial infarction suital)le for the follow-up stu(ly. 321 Circulafioz, .F.olume IX ', 1Ciarch, 1954 Cases alive at end of study (Jan. 1, 1952 Of the 461 cases chosen for study, 105 died within the first two-month period, considered to be the period of immediate mortality. The 356 cases who survived beyond this two-month period were followed-up by personal contact, by mail or by reliable information obtained from hospital and attending physician's records. In 285 of these 356 survivors, the follow-up was complete to the patient's demise, or in those still alive, until the time of completion of this study (Jan. 1, 1952) . The analysis presented is concerned with the 285 cases completely followed-up and the 105 cases who died during the first two-month period after the attack, a total of 390 cases.
To simplify the analysis, the survival periods were divided as follows: (a) the period up to two months after the onset of the acute attack-immediate mortality period; (b) the period over two months up to five years-short-term survival period; (c) the period over 5 years up to 10 years, and (d) the period over 10 years-long-term survival periods. Some of the conditions preceding this attack, occurring immediately after the attack and found afterwards, were considered, and the relation of their effect on prognosis, especially the long-term prognosis, was analyzed.
RESULTS
The pertinent data is summarized in tables 1 to 15. A commentary on this data is given below together with other significant facts. The interpretation of this data will be deferred until the Discussion.
I. Survival
The immediate mortality (within the first two months) was 23 per cent (105 of 461 cases). The life span for the 285 completely studied cases surviving beyond the two months is shown in table 1. Two-thirds of these patients lived over 5 years after the original infarction, two-fifths lived more than 10 years, and onetenth lived over 15 years. The 196 cases who had died after the first two months, had lived five and one-half years on the average. The other 89 who were still alive at the completion of this study had lived 14 years on the average. The life span for all 285 cases was slightly over eight years on the average. The average life span for the entire group of 390 cases (including those who died in the first two months) was slightly over six years. II. Factors Occurring before or during the Attack that Influence Survival Age. Table 2 summarizes the average age at the time of the first myocardial infarction in the groups surviving various periods. Males had their first attack of myocardial infarction at an earlier age than females (55 versus 60 years). Table 3 shows that 39 per cent of cases were 60 years or over, 39 per cent were between 50 to 59 years of age and 22 per cent were under 50 years of age.
The average age of the 105 cases who died (table 2) .
This age differential in favor of long-term survival applied to both males and females (table 2).
Sex. Table 3 summarizes the sex distribution at various ages and for different survival periods. In this series, the ratio of males to females was 2.6 to 1. This is a lower male dominance than that reported by other observers.2' 5, 7, 8, 17 Under the age of 60, males dominated over females by a ratio of 4.6 to 1; over 60 years of age the dominance was much less, being 1.3 to 1. In the group which succumbed in the first two months, 70 per cent were males, in the group which survived over 10 years, 74 per cent were males, and in the group which survived more than 15 years, 83 per cent were males. A greater number of males than females were in the younger age group at the time of their first infarction.
Hypertension. Those patients who, prior to or during the entire first two-month period of their myocardial infarction, had a diastolic pressure of 100 mm. Hg or over and a systolic pressure of 150 mm. or over were considered to have had pre-existing hypertension.
The average age of these patients is given in 20 per cent in the group living from more than 5 years up to 10 years were diabetics. But, only 9 per cent of those who survived more than 10 years had diabetes.
The average age of the diabetics was 58 years compared with 57 years for all cases (table 2). There were only seven diabetics with infarction developing under the age of 50, and no diabetic with infarction was found under 40 years of age. It was noted that 49 per cent of the diabetics were females as compared with 28 per cent of the entire group (table 4), and 61.5 per cent of the diabetics over 60 were female compared with 43 per cent of all cases over 60. Male dominance is decidedly decreased in the diabetics. Of 11 diabetics who survived over In 199 of the 234 cases with pre-existing angina pectoris the interval from the onset of angina to the appearance of the first myocardial infarct was known. Of these 199 cases, 47 per cent had angina less than one year and 53 per cent had it for a year or more. shows that those who had angina for the longer period had a better immediate and long-term prognosis than those who had it for the shorter period. Thus, in the latter group 37 per cent died within two months, and 24 per cent lived over 10 years, while in those who had angina for over one year 29.5 per cent died within two months and 28.5 per cent lived more than 10 years.
Congestive Failure. Table 5 shows that 37 per cent (144 of 390) of the cases had congestive failure during the first acute attack of infarction. The proportion was much higher in those who died in the first two months, namely, 71 per cent. It declined as the period of survival increased. Thus, 44 per cent of those who survived from more than two months up to five years, 15 per cent of those who lived from more than 5 years up to 10 years, and 14 per cent of those who lived more than 10 years were in congestive failure at the time of the acute attack.
Congestive failure occurred more frequently during the attack in the older age groups, the incidence being 45 per cent in patients over 60 years of age, as compared with 37 per cent in cases of all ages. The sex distribution of patients with congestive failure during the acute attack was 69 per cent males and 31 per cent females, the male dominance being slightly less than in the over-all series (table 4) . "Shock." The criteria used to define "shock" are those previously employed in this department.'9 Table 5 shows that 21 per cent (83 of 390) of the cases were in "shock" at the time of the first episode of infarction. "Shock" was found frequently (43 per cent) in the group who died within the first two months following the attack. But only 15 per cent of those who lived over two months up to five years, 14 per cent of those who lived over 5 up to 10 years, and 12 per cent of those who lived over 10 years were in "shock" during the acute attack.
The age distribution of the "shock" patients was similar to that of the entire group. Thus, 25 per cent of the patients over 60 years of age were in "shock" at the time of infarction, compared with 21 per cent of all 390 cases. There was a slightly higher male dominance in the patients with "shock" at the time of infarction than that found for the whole series (table 4) . Pulmonary Embolism. The initial myocardial infarction occurred in the patients in this series before anticoagulant therapy had been widely instituted. Table 5 shows that 5 per cent (19 of 390) of all cases had evidence of pulmonary embolism as a complication of the acute attack during the first few weeks of their hospital stay. The frequency of occurrence of this complication was greatest (11 per cent) in the cases that died in the first two months. It occurred in 6 per cent of those who survived over two months up to five years, in none of those who lived over 5 years up to 10 years, and in 1 per cent of those who lived over 10 years (table 5 ). The sex distribution of those with pulmonary embolism was similar to that of the over-all group (table 4) .
Gallop Rhythm. Gallop rhythm was present at the time of hospitalization for acute infarction in 7 per cent (27 of 390) of the cases (table 5). It was noted at the time of infarction in 12 per cent of those who died in the first two months and in 9 per cent of those who survived over two months up to five years; by contrast, it occurred in only 3 per cent of those who survived over 5 years up to 10 years, and in 2 per cent of those who survived over 10 years.
Acute Diffuse Pericarditis. The typical electrocardiographic pattern, a pericardial friction rub not confined to the infarcted area, or both were considered evidence of acute diffuse peri- Table 7 shows that of those who were at rest at the time the acute infarction occurred, 51 per cent succumbed in the first two months, while 30 per cent survived more than 10 years; the other 19 per cent survived more than 2 months up to 10 years. The reverse was true of patients who were under physical or emotional stress at the onset of the acute infarction. In these 9 per cent and 14 per cent, respectively, succumbed in the first two months, whereas 44 per cent and 38 per cent, respectively, lived over 10 years.
Smoking. The abstinence from, or the use of, tobacco prior to the attack was mentioned in 69 cases. A person who smoked more than one pack of cigarettes or more than five cigars a day was considered to be a heavy smoker, other smokers were considered to be moderate smokers. Table 7 shows that nonsmokers did not have a better prognosis than smokers. In fact, the contrary is suggested, namely that smokers who develop myocardial infarction are more apt to live longer than nonsmokers. No final conclusion however, can be drawn on the role of smoking from so small a series.
Alcohol. The abstinence from, or the use of, alcoholic beverages prior to the attack was mentioned in 39 cases; 16 were nondrinkers and 23 used alcohol. Table 7 shows the distribution between these two groups in the patients who died within two months of their infarction and in those surviving over 10 years. The slight difference in distribution, considering the small number of cases surveyed, prevents drawing any conclusions concerning the role of the use of alcohol before infarction in long-term survival after infarction. Body Build. In 237 cases there was mention of the state of nourishment. Of these, 31 per cent were obese, 61 per cent were well developed and well nourished, and 8 per cent were thin. It is apparent that myocardial infarction was more frequent in the well nourished and well built than in thin persons. However, the body build as defined here had little effect on long-term prognosis. Thus, 36 per cent of the obese, 34 per cent of the well developed and well nourished, and 27 per cent of the thin people survived over 10 years.
Laboratory Findings. The nonprotein nitrogen was elevated during the acute episode in 7 per cent of cases (29 of 390). This was found in 18 per cent of those who died in the first two months and in only 3 per cent of those who survived over 10 years. In table 8 are shown the average of the values for the white blood cell count (WBC) obtained during the first week following the attack. It will be seen that of those who died in the first two months, 32 per cent had a white blood cell count above 15,000 and only 9 per cent had a count below 10,000. Of those who survived over 10 years, 19 per cent had a white blood cell count above 15,000 while 27 per cent had a count below 10,000.
Electrocardiographic Patterns. The frequency of the types of electrocardiographic infarction patterns is shown in table 9. It will be seen that 43 per cent of all the cases were of the anterior wall type, 34 per cent were of the posterior, 10 per cent showed septal involvement, and 8 per cent were atypical patterns. When the relative immediate mortality of each of these groups was compared, it was found to be highest in the atypical pattern group. Of this group 41 per cent died in the first two months. Those cases with septal involvement had a mortality rate in the first two months of 34 per cent while those with posterior and anterior wall patterns showed a mortality in the first two months of 29 per cent and 22 per cent, respectively. Hence, the immediate mortality rate was somewhat worse in those with atypical patterns and in those with septal involvement. There was also a greater immediate mortality rate in those with a posterior wall pattern than in those with anterior wall pattern. However, the rate of survival of more than 10 years was the same, 33 per cent, in the cases with anterior and posterior wall patterns. The lowest survival rate over 10 years was among those who had septal involvement (18 per cent). The proportion of patients with atypical infarct patterns who lived over 10 years was the same as for patients with anterior and posterior wall patterns (33 per cent). Those with atypical electrocardiographic patterns include two widely different types of cases, one with so extensive an involvement that the pattern becomes atypical and the other with involvement so limited in extent as not to lead to the full-blown patterns. Thus, subendocardial infarction, in which there is no through-and-through infarct, was listed with atypical patterns. There were a total of 10 subendocardial infarct patterns, six among the long-term survivors; only one died in the first two months. The better prognosis in subendocardial infarcts explains the high incidence of long-term survival in the atypical group. If the subendocardial infarct patterns are excluded from the atypical pattern group then only 12 per cent of the patients with atypical infarcts survived over 10 years, and 65 per cent died in the first two months.
Disturbances in Impulse Origin and Conduction. The types of arrhythmias analyzed are listed in table 10 . Ectopic rhythms were encountered in 20 per cent (78 of 390) of the cases; several had more than one type, so that 90 instances of ectopic rhythm were seen. The three most common ectopic rhythms, in order of frequency, were ventricular premature systoles, 13 16 Auriculoventricular block........ Of the 78 cases with ectopic rhythms, 23 died in the first two months, 31 lived over two months up to five years, 11 lived over 5 years up to 10 years, and 13 dyspnea in the period following recovery from the original infarction, it was more prevalent in those who survived the shorter period. Activity. Reports were obtained about 244 of the 285 survivors on the state of their activity following recovery from the initial attack. The results were classified according to the criteria of the American Heart Association (table 13) .
Of these 244 cases 24 per cent were al)le to return to grade I activity, 40 per cent to grade II activity, and 25 per cent to grade III activity. Twenty-six cases, 10.5 per cent, were limited to grade IV activity; the vast majority of these, 22 cases, survived from two months up to five years. Some of these were bedridden for months, right from the start of their infarction. By contrast, of those who could return to full activity, 71 per cent (42 of 59) survived over 10 years.
IV. Cause of Death
The vast majority, 196 of the 285 cases followed-up were dead at the completion of the study. Table 14 shows the cause of death in 171 cases in which it was known. By far the greater percentage died of heart disease and its complication. Acute myocardial infarction (secon'd, third or fourth attack) accounted for 55 per cent of the known deaths, and congestive failure accounted for another 17 per cent of the deaths. Only 10 per cent of the deaths of known cause could not be reasonably attributed to a cardiovascular complication. Mortality rate... 85.2% 69.9% 28.1% 59.0% * In these subsequent infarcts, death was attributed to the infarct if death occurred immediately (within the first two months) after its onset. had a total of two infarcts, 21 had three infarcts and 7 had four infarcts. Table 15 shows that the mortality rate from the second infarct is much higher than that from the third and fourth infarct. Of the second infarcts 62 per cent were immediately fatal (within two months), while only 46 per cent of the third infarcts and 43 per cent of the fourth infarcts were fatal within two months. In all of these, the mortality rate in the first two months was much higher than the 23 per cent mortality encountered in this study after the first infarction. Also striking is the fact that immediate mortality was greatest in those who had their subsequent infarct within five years of the first infarct, and least in those who had their subsequent infarct after a lapse of 10 years.
DISCUSSION AND SUMMARY
The life expectancy following recovery from the first attack of myocardial infarction is better than had previously been reported.1°-l6 In this series two-thirds of the 285 patients who recovered survived more than five years, twofifths lived over 10 years, and one-tenth of the cases lived more than 15 years. The average survival time including those who were still alive at the end of the study was more than eight years. As time passes, the average survival period for the whole series will increase year by year until every survivor succumbs. Obviously, the life expectancy is determined in part by the age of the patient, irrespective of the occurrence of myocardial infarction. The older patients would thus have a shorter expectancy, depending on their age. Long-term survival may therefore be limited by this age factor in the older patients, rather than entirely by the occurrence of a myocardial infarction. In this study it was shown, on careful analysis of a large sample of cases surviving their first myocardial infarction, that the survival time is longer on the average than was indicated in earlier studies in which the number of cases followed over many years was smaller and the identification of the time of occurrence of the first myocardial infarction was not so clearly established. As our diagnostic armamentarium improves, more benign forms of myocardial infarction are recognized. The pres-330 COLE, SINGIAN AND KATZ ence of such cases in long-term follow-up analyses tends to improve the outlook of surviving cases of myocardial infarction. This trend to recognize benign forms of acute myocardial infarction must alter the concept of the seriousness of coronary disease. Coronary artery disease and atherosclerosis includes a sizable number of very chronic cases which survive many years as well as the immediately fatal cases and those surviving for only a short term. Any new procedure, whether medical or surgical, supposedly prolonging the life of surviving myocardial infarction patients must be evaluated in terms of the more protracted expectancy now being revealed as occurring under the past and current concepts of management.
The immediate mortality during the first two months after the attack was 23 per cent. Obviously, many cases of recent myocardial infarction succumb before they reach a hospital and have an electrocardiogram taken. Others do not have a characteristic clinical picture or electrocardiogram and thus may be overlooked. The immediate mortality presented, therefore, applies only to the restricted circumstances of selection. It is, however, useful practically because this group which we selected is the group for whom immediate therapy is planned.
Among the factors affecting the prognosis, age was of some importance. The average age of those who survived over 10 years was six years less than the average age of those who died within two months, the long term prognosis is therefore better in younger patients. This is true of females as well as males.
Males were noted to have a slightly better prognosis than females. This difference is probably due to the fact that males were on the average five years younger than the females in this series.
Hypertension before or during the attack apparently had no effect on the immediate mortality, its absence definitely increases the longterm survival. Thus, only 25 per cent of the patients who lived over 10 years were hypertensive compared with 45 per cent hypertensives in the whole series. Hypertension is a more frequent finding in the older than in the younger age group. It was also more frequent in females than males, especially in those over 60 years of age.
Diabetes mellitus appearing before or as a complication of the acute attack had an effect on prognosis similar to that of hypertension. Diabetes had no augmenting effect on immediate mortality, but its presence was a factor against long survival. This study therefore, does not support the claim of others that diabetes mellitus is an important factor in leading to myocardial infarction in the younger age groups. However, it did increase the proportion of females with infarction. Female diabetics lived longer after their infarction than did male diabetics.
Angina pectoris was present in 60 per cent of the cases prior to the first infarct. The absence of angina had no effect on the immediate prognosis, and only a slight beneficial effect on the long-term survival. It was found that the duration of angina pectoris prior to the first infarction influenced prognosis. In those cases who had angina for at least a year before infarction, there was a reduced immediate mortality and an increased chance for long survival as compared with those who had angina for a shorter time. It is not clear exactly why this is so unless it be that the longer duration of angina is associated with a greater development of compensatory collateral circulation which helps to protect the heart in terms of survival from the immediate effect of infarction and from its later sequelae.
The complication of congestive failure during myocardial infarction definitely contributed to augment the immediate mortality; 71 per cent of those who died within two months had this complication, compared with 40 per cent in the entire series. Furthermore, over half (75 of the 144 cases) of the congestive failure cases occurred in those that died within two months after the infarction. The chances for long-term survival was diminished by the presence of congestive failure at the time of infarction. Thus, there was a decided decline in the percentage of cases who had had congestive failure in the group surviving up to five years compared with the group surviving over 5 years.
The presence of "shock" affected the immediate prognosis of the acute attack in the same 331 PROGNOSIS FOLLOWING MYOCARDIAL INFARCTION way as did congestive failure. However, unlike heart failure, "shock" had no effect on the long term survival.
Pulmonary embolism was an important factor in increasing the immediate mortality. Almost two-thirds of the pulmonary emboli occurred in those cases who died within two months after the acute attack. The fact that only one of the 19 cases with a complicating pulmonary embolism during the first attack survived over five years indicates clearly that the occurrence of this complication practically excludes the possibility of prolonged survival.
The presence of gallop rhythm during the attack indicates a poor prognosis both for immediate and for prolonged survival.
Acute diffuse pericarditis had a negligible effect in increasing the possibility of immediate death and had no effect on the long-term prog-"osis.
Those who were at rest at the time of onset of the myocardial infarct had a worse prognosis for immediate and for prolonged survival, as compared with those who were exercising or under emotional stress at the time of the attack. The fact that an infarct occurred while the patient was at rest probably indicates a poorer coronary circulation in these patients (a greater potential coronary insufficiency) than in those in which physical or emotional stress played a trigger role. Infarction occurring at rest is thus to be considered a more serious event than its occurrence during stress. Individuals who used tobacco or alcohol prior to the infarction did not have any worse prognosis than abstainers. However, the number of cases are too few to make a final statement. We have no information as to whether or not the heavy smokers continued the use of tobacco at the same or a reduced rate after their infarction. It would be our guess, that if they followed general practice, most of them gave up, or reduced their smoking. This need not be the case with alcohol, although moderation is ordinarily practiced with alcoholic beverages.
Body build had no apparent effect on prognosis. Elevation of nonprotein nitrogen at the time of infarction, can be considered definitely a bad prognostic omen for immediately sur-vival. The white blood cell count is useful in determining the prognosis. Both the immediate and the long-term prognosis was better in those who had a low average white blood cell count during the first week following myocardial infarction than in those with a high white blood cell count.
Analysis of the electrocardiogram showed that infarcts of the anterior wall had a better immediate prognosis than infarcts of the posterior wall; the long-term prognosis in the two varieties was the same. Cases with atypical infarct patterns (excluding subendocardial patterns) and cases in which the septum was involved had the worst immediate and long-term prognosis. Cases with subendocardial infarct patterns had a good long-term prognosis. The presence of ectopic rhythms did not increase the immediate mortality but decreased the possibility of long-term survival. Intraventricular block and auriculoventricular block had a slight worsening effect on the immediate prognosis and definitely lessened the chance of long-term survival.* Almost two-thirds of the survivors were able to return to moderate or complete activity after recovery from the first attack of myocardial infarction. One-fourth were definitely restricted in their activities and one-tenth of the cases were bedridden. Although a large percentage of survivors had dyspnea and angina pectoris on exertion after recovery from their infarction, these complaints were not of sufficient frequency or intensity to reduce markedly the activity of almost two-thirds of the cases. The degree of angina pectoris and dyspnea was not graded in this study as to severity, but it is apparent that those who were able to return to moderate or complete activity had only mild symptoms. The problem of determining the best index of prognosis following the attack is worth discussion. The electrocardiographic follow-up after the initial attack as a guide to prognosis had been studied previously in this department. * Even in the absence of myocardial infarction, the occurrence of auriculoventricular, and especially intraventricular, block reduces the chance of survival below five years.
COLE, SINGIAN AND KATZ
The results show that "the electrocardiogram pattern can prognosticate neither survival or rehabilitation."2' Examination of the electrocardiograms in this study confirms this finding. Heart size and blood pressure level also have beeni found to be poor measures of survival. '7' 1s The material presented in this study points to the conclusion that the best index to prognosis after recovery from the attack seems to be the ability of the patient to resume activity. Of those patients who were able to return to complete activity, 71 per cent lived over 10 years, compared with 10 per cent who lived over two months up to 5 years. On the other hand, of those who were bedridden 85 per cent lived over two months up to five years, and only 8 per cent lived more than 10 years. This indicatcs that those who are more active after recovery from infarction had a longer survival period. This, of course, does not mean that patients should be advised to increase their activity to the point of discomfort. Obviously, it is not the activity itself that increases the survival period but rather the state of the patient, his cardiac reserve and his general well-being, which determines the degree of his adjustment to the "full life." Forcing a patient to the limits of his tolerance would make his condition worse. It is not wise to increase activity of patients to an amount at which angina and dyspnea occur frequently. However those patients who are able to be active with relatively few or no symptoms apparently are not harmed by resumption of moderate activity after recovery from their infarction. The aim should be moderation, not too much activity, nor, on the other hand, too little.
Another factor of importance in the prognosis following the acute attack is the relative frequency of another, often fatal, myocardial infarct. The most frequent cause of death following one myocardial infarction is another myocardial infarction. In 94 out of 171 cases in whom the cause of death was known, a subse-(luent myocardial infarct was the cause of death. The need for analyzing the factors causing atherosclerosis and finding the means of preventing and treating them, is quite obvious. This has been a major field of investigation of this department for over a decade.'-Congestive failure was responsible for 29 deaths. Other causes attributable directly to arteriosclerosis or its complications accounted for 31 other deaths. Only 17 of the deaths could not reasonably be attributed to a cardiovascular (omplication.
The great majority of subsequent fatal myocardial infarcts occurred among those who survived over two months up to five years. The longer the patient survives the better are his chances of surviving a subsequent infarct. This suggests the beneficial effect of development of collaterals which increase with age and as time passes after an infarction. This can explain the better immediate prognosis of the third and fourth infarctioni compared with the second. The need for careful limitation of cases for this study to those with their first infarction becomes obvious. If cases with more than one infarct had not been diligently excluded in this study, the average survival period would have been significantly decreased. It was for this reason that in this series, all cases who had evidence in their history or at postmortem of previous infarction were excluded from the study unless the data on their original myocardial infarction was available.
CoNcIONSmos
This study suggests that the long-term survival time of recent myocardial infarction is better than that previously estimated, especially for the first episode. The implications of this in evaluating the role of prophylactic surgery or major medicinal regimens are obvious.
The possibility of restitution to full activity is real for many persons surviving a myocardial infarction.
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SUMARIO ESPANOL
Este estudio fu6 emprendido para establecer el pronosti(o a larga duraci6n de un ataque reciente de infarto del miocardio. Con este pro-333 PROGNOSIS FOLLOWING MYOCARDIAL INFARCTION p6sito se observaron 285 pacientes que sufrieron su primer ataque entre 1932 y 1942, y que sobrevivieron los primeros dos meses hasta que murieron o hasta que se termin6 este estudio (Enero 1, 1952) . Dos terceras partes de ellos sobrevivieron sobre cinco aftos, dos quintas partes sobre 10 afios y una d6cima parte sobre 15 aitos. Algunos factores que determinan la supervivencia por largo tiempo fueron analizados. La importancia de reconocer la presencia de un grupo grande de casos leves de infartos del miocardio capaces de supervivencia prolongada se enfatiza.
